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Persons who drive while impaired by alcohol or other drugs are a public health 
hazard to themselves and to others. During 1995, alcohol-related motor-vehicle 
crashes resulted in 17,274 deaths in the United States; intoxication rates in fatal 
crashes were highest for persons aged 21-24 years (7). Alcohol-related traffic 
crashes remain a leading cause of death for teenagers and young adults. 

The injuries, disabilities, deaths, and economic and social costs associated with 
impaired driving are enormous and preventable. December has been designated 
National Drunk and Drugged Driving Prevention Month by the National Drunk and 
Drugged Driving Prevention Month Coalition, a nationwide public/private sector 
coalition for the prevention of crashes related to impaired driving. Additional infor- 
mation about National Drunk and Drugged Driving Prevention Month is available 
from the Impaired Driving Division, Office of Traffic Injury Control Programs (NTS- 
11), National Highway Traffic Safety Administration, 400 7th Street, SW, Washing- 
ton, DC 20590, telephone (202) 366-9581. 
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involvement by Young Drivers in Fatal Motor-Vehicle Crashes — 
United States, 1988-1995 


Motor-vehicle crashes (MVCs) are the leading cause of death for persons aged 15- 
20 years in the United States (7). Although the 11.9 million young drivers aged 15- 
20 years constituted only 6.7% of the total number of licensed drivers in the United 
States during 1995, they represented a disproportionate 14% of all drivers involved in 
fatal MVCs. In addition, adjusting for the number of miles driven, rates of fatal crashes 
were higher for young drivers than for drivers in any other age group (e.g., the rate for 
16-year-olds was 18 times that for persons aged 30-34 years) (2). This report summa- 
rizes trends in involvement in fatal MVCs by drivers aged 15-20 years during 1988— 
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1995; these findings document an overall decline in involvement by young drivers in 
fatal crashes in the United States. 

This analysis used data from the Fatal Accident Reporting System of the National 
Highway Traffic Safety Administration (NHTSA). A driver was defined as an operator 
of a moving motor vehicle. A fatal MVC was a crash in which at least one person, who 
may or may not have been the driver, died. An alcohol-involved crash was one in 
which the driver had a blood alcohol concentration (BAC) of 20.01 g/dL. NHTSA uses 
statistical models to estimate BACs for drivers and pedestrians where BAC results are 
not available (3 ). Nighttime crashes were crashes that occurred from 9 p.m. to 5 a.m. 
Protective device use was defined as use of a safety belt or a motorcycle helmet. 

During 1988-1995, a total of 68,206 fatal crashes involved young drivers (Table 1). 
Of these, 50,744 (74.4%) of the young drivers were male; 18,599 (27.3%) had BACs 
20.01 g/dL, including 12,048 (64.8%) who had BACs 20.1 g/dL (i.e., legally intoxicated 
in most states). Overall, 27,144 (39.8%) of these crashes occurred during nighttime 
hours, and 36,655 (53.7%) young drivers were not using protective devices at the time 
of the crash. The proportion of fatal nighttime crashes and the proportion of alcohol- 
involved crashes increased with driver age. Drivers aged 15-17 years were less likely 
to be involved in fatal crashes at night and less likely to have BACs 20.01 g/dL than 
were drivers aged 18-20 years. Rates of fatal crashes were highest for persons aged 
18-20 years and lowest for those aged 15 years (Table 1). Drivers aged 15 years were 
less likely to be using protective devices when involved in a fatal crash than were 
young drivers of other ages. 

During 1988-1995, involvement by young drivers in fatal alcohol-involved crashes 
and crashes in which the driver was not using protective devices declined for each 
age. Involvement in nighttime fatal crashes declined for young persons of all ages, 
except those aged 15 years, from 1994 to 1995. 

Reported by: Div of Unintentional Injury Prevention, National Center for Injury Prevention and 
Control, CDC. 

Editorial Note: The findings in this report document an overall decline in involvement 
by young drivers in fatal crashes in the United States during 1988-1995. However, 
because this analysis examined only fatal crashes, the findings do not indicate the 
total level of involvement by young drivers in MVCs. In 1995, approximately 2 million 
nonfatal MVCs involved drivers aged <20 years (4). 

Despite the decline in fatal MVCs, rates for fatal crash involvement continue to be 
highest among young drivers when adjusted for the number of miles driven. Factors 
associated with MVCs among young drivers include risk-taking behavior and lack of 
driving experience (5 ). Specific risk factors that increase the likelihood of involvement 
by a young driver in an MVC include alcohol use, low use of protective devices, and 
driving at night. For drivers aged 18-20 years, the increasing number of miles driven 
and increasing access to alcohol also increase their risk for an MVC (2,6). 

NHTSA has recommended that states implement and enforce graduated driver li- 
censing systems (GDLSs) to reduce the involvement of young drivers in MVCs (7). 
The GDLS is a public health intervention that enables young drivers to acquire driving 
experience in low-risk settings and exposes beginning drivers incrementally to more 
challenging driving experiences (see box). Although the GDLS has reduced crashes 
5%-16% for young drivers in the United States (7), most states have implemented 
only parts of the recommended GDLS. Ten states (California, Colorado, Florida, Ken- 
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Selected Components of the Graduated Driver Licensing System 
Recommended by the National Highway Traffic Safety Administration 


Level Restrictions Requirements 


Learner's e Zero alcohol tolerance Must remain crash- and 
e Driver must be supervised at all conviction-free for at least 
times by a parent, guardian, or 6 consecutive months 
person aged 221 years who is a 
licensed driver 
All vehicle occupants must wear 
safety belts 
Driver limited regarding speed, 
type of road, and number of 
passengers 


Intermediate e Zero alcohol tolerance Must remain crash- and 
Cannot drive during restricted conviction-free for at least 
hours (e.g., 10 p.m.-5 a.m.) unless 12 consecutive months 
supervised by a parent, guardian, 
or person aged 221 years who is a 
licensed driver 
All vehicle occupants must wear 
safety belts 


Unrestricted Zero alcohol tolerance at age 
<21 years 











tucky, Maryland, Massachusetts, New York, Pennsylvania, West Virginia, and Wiscon- 
sin) have a three-stage licensing system that includes many of the recommended 
components of the GDLS; four states (Illinois, New Jersey, Oregon, and Vermont) have 
two stages of licensing that include several of the recommended components (8). In 
September 1996, the Michigan state legislature enacted the first complete GDLS, 
which will become operational in April 1997. 

In the absence of state legislation, parents can implement their own form of gradu- 
ated licensing. For example, parents can require that their children always wear safety 
belts, that for an appropriate length of time they drive only with an adult present, that 
they conform to parental rules regarding passengers, and that they drive only during 
daylight hours. 

The findings in this report can be used by states and other agencies in planning and 
evaluating interventions to decrease MVCs involving young drivers. In addition, these 
findings can assist in measuring progress toward the national health objectives for the 
year 2000 (9 ), which include increasing the use of safety belts and helmets (objectives 
9.12 and 9.14), decreasing alcohol-involved MVCs (objective 9.23), and increasing to 


35 the number of states having a GDLS for drivers and riders aged <18 years (objective 
9.26). 
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Update: Respiratory Syncytial Virus Activity — 
United States, 1996-97 Season 


Respiratory syncytial virus (RSV), a common cause of winter outbreaks of acute 
respiratory disease, results in an estimated 90,000 hospitalizations and 4500 deaths 
each year from lower respiratory tract disease in both infants and young children in 
the United States (7). Outbreaks occur annually throughout the country (2). RSV ac- 
tivity in the United States is monitored by the National Respiratory and Enteric Virus 
Surveillance System (NREVSS), a voluntary, laboratory-based system. This report 
summarizes trends in RSV from the NREVSS from July 1, 1990, through June 28, 1996, 
and presents provisional surveillance results for June 29-November 29, 1996. These 
data indicate onset of widespread RSV activity for the 1996-97 season. 

Since July 1, 1990, a total of 98 hospital-based and public health laboratories in 
47 states have participated in the NREVSS and have reported weekly to CDC the num- 
ber of specimens tested for RSV by the antigen-detection and virus-isolation methods 
and the number of positive results. Widespread RSV activity is defined by the NREVSS 
as the first of two consecutive weeks during which at least half of the participating 
laboratories report any RSV detections. This definition generally indicates a mean per- 
centage of specimens positive by antigen detection in excess of 10%. 

During the previous six seasons, from July 1990 through June 1996, onset of wide- 
spread RSV activity began in November and continued for a mean of 22 weeks until 
April (Figure 1). In most parts of the 48 contiguous states, activity peaked each year in 
January or February; however, in the Southeast, activity peaked as early as November 
or December (3). For the reporting period June 29-November 29, 1996, a total of 
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FIGURE 1. Percentage* of specimens positive for respiratory syncytial virus, by 
method of confirmation and week — United States, July 1, 1990—November 29, 1996 
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75 laboratories in 45 states reported results of testing for RSV. Since the week ending 
November 22, more than half of the participating laboratories reported detections of 
RSV on a weekly basis, indicating onset of widespread RSV activity for the 1996-97 
season. 

Reported by: National Respiratory and Enteric Virus Surveillance System collaborating labora- 
tories. Respiratory and Enterovirus Br, Div of Viral and Rickettsial Diseases, National Center for 
Infectious Diseases, CDC. 

Editorial Note: During the RSV season, health-care providers should consider the role 
of RSV as a cause of acute respiratory disease in both children and adults. Most severe 
manifestations of infection with RSV (e.g., pneumonia and bronchiolitis) occur in in- 
fants aged 2-6 months; however, children of any age with underlying cardiac or pul- 
monary disease or who are immunocornpromised are at risk for serious complica- 
tions from this infection. Because natural infection with RSV provides limited protec- 
tive immunity, RSV causes repeated symptomatic infections throughout life. In adults, 
RSV usually causes upper respiratory tract manifestations but may cause lower respi- 
ratory tract disease—especially in the elderly and in immunocompromised persons 
(4-6). Infection in immunocompromised persons can be associated with high death 
rates (6). 

RSV is a common, but preventable, cause of nosocomially acquired infection; the 
risk for nosocomial transmission increases during community outbreaks. Sources for 
nosocomially acquired infection include infected patients, staff, visitors, or contami- 
nated fomites. Nosocomial outbreaks or transmission of RSV can be controlled with 
strict attention to contact-isolation procedures (7). In addition, chemotherapy with 
ribavirin may be considered for some patients (e.g., those at high risk for severe com- 
plications or who are seriously ill with this infection) (8); respiratory syncytial virus 
immune globulin intravenous (human) for high-risk patients was licensed for use in 
January 1996 (9). Vaccines for RSV are being developed, but none have been demon- 
strated to be safe and efficacious (10). 
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Progress Toward Poliomyelitis Eradication — 
Eastern Africa, 1988-1995 


In 1988, the World Health Assembly established the goal of eradicating poliomyeli- 
tis by the year 2000 (7). Commitment to this goal and to the strategies that have 
proven effective in other regions (2,3) was reaffirmed in 1995 by the African Regional 
Health Committee and in 1996 by heads of state attending the Organization of African 
Unity Summit. These strategies include 1) achieving and maintaining high vaccination 
coverage among children aged <1 year with at least three doses of oral poliovirus 
vaccine (OPV) through routine vaccination services; 2) establishing effective 
epidemiologic and laboratory surveillance systems, with examination of stool speci- 
mens from suspected cases of polio; and 3) providing supplemental vaccination 
through National Immunization Days (NIDs)* to interrupt wild poliovirus transmis- 
sion. This report summarizes progress toward polio eradication since 1988 in the 
seven countries (Burundi, Eritrea, Kenya, Rwanda, Tanzania, Uganda, and Zambia) 
of the Eastern Africa Epidemiological Block (EAEB) of the African Region (AFR) of 
the World Health Organization (WHO) (Figure 1). Implementation of these polio- 


*Nationwide mass campaigns over a short period (days to weeks), in which two doses of OPV 
are administered to all children in the target age group (usually aged <5 years), regardless of 
previous vaccination history, with an interval of 4-6 weeks between doses. 

tAlthough located in eastern Africa, Djibouti, Somalia, and Sudan are part of the Eastern 
Mediterranean Region (EMR) of the World Health Organization, and progress in the EMR was 
summarized previously (4,5). In addition, Ethiopia is considered by the AFR as one of four 
large African countries in especially difficult circumstances and will be reported on separately. 
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eradication strategies is proceeding rapidly; however, overall surveillance capacity in 
the EAEB is not yet adequate and requires strengthening. 

In 1993, all seven EAEB countries were classified by the World Bank as being 
among the 42 countries with “low income economies,” and four of the seven were 
among the 10 poorest countries in the world (6). In the EAEB countries during 1991, 
annual gross national products ranged from $100 to $420 per capita (median: $210 per 
capita), the infant mortality rate ranged from 67 to 135 infant deaths per 1000 live-born 
infants (median: 115 per 1000), and life expectancy at birth ranged from 46 to 59 years 
(median: 48 years) (6,7). The estimated population of the EAEB in 1994 was 103 mil- 
lion persons, approximately 20% of the total population of the AFR. 

All countries of the EAEB have initiated substantial efforts to enhance surveillance 
for polio. To improve the efficiency and timeliness of surveillance, EAEB countries are 
developing nationwide systems to immediately report all cases of acute flaccid paraly- 
sis (AFP) or “suspected poliomyelitis” to district health offices and to identify geo- 


FIGURE 1. Location of the Eastern Africa Epidemiological Block* — African Region 
(AFR) of the World Health Organization 





@ Eritrea 











*Although located in eastern Africa, Djibouti, Somalia, and Sudan are part of the Eastern 
Mediterranean Region (EMR) of the World Health Organization, and progress in the EMR was 
summarized previously (4,5). In addition, Ethiopia is considered by the AFR as one of four 
large African countries in especially difficult circumstances and will be reported on separately. 
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graphic areas in which polio remains endemic or focal transmission is occurring. AFP 
or suspected polio cases are investigated within 48 hours, and a detailed history and 
two stool specimens are collected from the patient for examination for poliovirus. 
EAEB countries also are changing their routine reporting systems to include AFP or 
suspected poliomyelitis and are adopting and distributing the standard WHO case 
definition for AFP. 

During 1988-1995, the annual incidence of polio in the EAEB declined 91%, from 
1813 cases to 160 cases—reflecting, in part, the reporting by Kenya during 1988-1990 
of previous cases of residual paralysis and other diseases as polio (Figure 2). The in- 
crease in the number of cases reported in the EAEB during 1992 and 1993 resulted in 
part from the initiation of polio reporting by Eritrea in 1993 (1 year after gaining its 
independence): Eritrea reported zero cases in 1993 and 23 cases in 1994. 

Surveillance for AFP with laboratory examination of stool specimens to isolate 
poliovirus was initiated in Rwanda, Tanzania, Uganda, and Zambia in 1994, and in 
Kenya in 1995. In Eritrea, initiation of AFP surveillance with case investigations is 
planned for early 1997; AFP cases are not investigated in Burundi. In 1995, a total of 
113 AFP cases were reported in the EAEB, and stool specimens were collected and 
examined for 97 cases. Wild poliovirus was isolated from 15 case-patients: three in 
Tanzania, five in Uganda, and seven in Zambia. WHO-sponsored national polio refer- 
ence laboratories are fully functional in Kenya, Uganda, and Zambia, and Tanzania is 


SAFP is defined as acute (i.e., rapid progression), flaccid (i.e., floppy) paralysis, including 
Guillain-Barré syndrome, in a child aged <15 years or any paralytic illness at any age when 
polio is suspected. 


FIGURE 2. Number of reported cases of poliomyelitis and coverage with three doses 
of oral poliovirus vaccine (OPV3), by year — Eastern Africa Epidemiological Block, 
African Region of the World Health Organization, 1988-1995 


2000 100% 
Cases OPV3 Coverage 
3 





+ 80% 


r 60% 


+ 40% 


26e818A09 EAdO 


r 20% 


"' 








1988 1989 1990 1991 1992 1993 1994 1995 
Year 





1058 December 6, 1996 
Polio Eradication — Continued 


planning to establish a laboratory. These laboratories have the capacity to isolate and 
type polioviruses and identify other enteroviruses from stool specimens. An indicator 
of the quality of surveillance for polio is the rate of nonpolio AFP reported through the 
surveillance system—a rate of >1 case per 100,000 children aged <15 years indicates 
adequate completeness of reporting to the system (8). Only Zambia has achieved a 
national nonpolio AFP reporting rate >1 per 100,000, although reporting is not uniform 
throughout the country. 

During 1988-1995, coverage with three doses of OPV among children aged 1 year 
increased from 53% to 80% in EAEB countries (Figure 2). In 1995, reported OPV cover- 
age was 90% in Rwanda, 84% in Kenya, 82% in Tanzania and Zambia, 79% in Uganda, 
62% in Burundi, and 45% in Eritrea. Although civil unrest in Rwanda resulted in disrup- 
tion of vaccination services and health-care reporting systems in 1994, vaccination 
coverage increased to 83% in 1995—the highest level since 1983. Although Burundi 
had achieved 87% vaccination coverage in 1992, coverage declined to 64% in 1993 and 
to 48% in 1994; coverage increased to 62% in 1995, but civil unrest during 1996 could 
again result in disrupted vaccination services. In Eritrea, coverage increased from 
1993 (when reporting of OPV coverage was initiated) through 1994; in 1993 and 1994, 
coverage levels were 28% and 36%, respectively. 

In 1996, Kenya, Rwanda, Tanzania, and Zambia conducted NIDs, achieving average 
coverage levels for the two rounds of 80%, 58%, 100%, and 87%, respectively. Kenya 
and Tanzania held their NIDs on the same days in August and September. Burundi 
conducted three 10-day mass-vaccination cycles during the first half of 1996, adminis- 
tering OPV and other routine childhood vaccines to all children aged <1 year; however, 
no data are available to WHO about the number of doses administered and the cover- 
age level attained. In October and November, Eritrea conducted “Sub-National Immu- 
nization Days” (SNIDs), administering vaccines only at health centers and outreach 
posts that already provided routine vaccination services (i.e., fixed sites), and 
achieved national OPV coverage levels of 61% and 72%. Because only an estimated 
50% of the children in Eritrea live within 2.4 miles (5 km) of the fixed sites, the first 
round was considered highly successful. Uganda is planning its first round of NIDs for 
December 1996. All seven EAEB countries are planning to conduct NIDs in 1997; 
Kenya, Tanzania, and Uganda are planning to conduct their rounds concurrently. 
Reported by: Ministry of Health, Burundi. Ministry of Health, Eritrea. Ministry of Health, Kenya. 
Ministry of Health, Rwanda. Ministry of Health, Tanzania. Ministry of Health, Uganda. Ministry 
of Health, Zambia. Expanded Program on Immunization, Regional Office for Africa, Brazzaville, 
Congo; Global Program for Vaccines and Immunization, World Health Organization, Geneva, 
Switzerland. Respiratory and Enterovirus Br, Div of Viral and Rickettsial Diseases, National 
Center for Infectious Diseases; Polio Eradication Activity, National Immunization Program, CDC. 
Editorial Note: Despite multiple barriers (e.g., poverty and poorly developed infra- 
structure—especially for transportation, communication, and electricity), the coun- 
tries in the EAEB have made substantial progress toward polio eradication; if efforts 
and progress can be sustained, these countries should be polio-free by the year 2000 
(7,9). Factors accounting for progress in the EAEB include 1) well-established national 
vaccination programs with substantial experience in cold-chain management and vac- 
cine delivery; 2) widespread knowledge and acceptance by the public of routine vacci- 
nation services; 3) the capacities of the district health departments in most EAEB 
countries to maintain effective surveillance for polio and ensure the success of NIDs; 
4) efforts to educate parents about the importance of vaccinations and the need for 
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their children to receive supplemental doses of OPV; and 5) the political commitment 
of the heads of state, local leaders, and community organizations. 

For progress to continue toward polio eradication in the EAEB, polio-eradication 
activities and resources must be used to strengthen primary health care and the inte- 
gration of health activities while still achieving vaccination program goals. For exam- 
ple, NIDs may divert efforts from other priority health problems and even interfere 
with routine preventive services. However, reports from EAEB countries that con- 
ducted NIDs in 1996 also indicated several benefits of NIDs, including improved plan- 
ning capacities of district health departments, improved budgeting through more 
accurate estimation of the costs of vaccination services, the development of new na- 
tional and local private-sector partners participating in the funding and delivery of 
vaccination services, enhancement of the vaccine cold chain, increased community 
participation in social mobilization and the provision of vaccination services, and im- 
proved surveillance for vaccine-preventable diseases. 

Despite efforts to strengthen polio surveillance, overall surveillance capacities in 
EAEB countries are not yet adequate to document eradication of polio in the EAEB. 
However, by the end of 1997, all countries in the EAEB are expected to have initiated 
AFP surveillance, and most should have attained a level of surveillance adequate to 
meet or exceed globally established indicators of performance. Sustained external po- 
litical and financial support! also will be essential to ensure that the goal of polio eradi- 
cation is achieved in countries of the EAEB. 


References 
1.World Health Assembly. Global eradication of poliomyelitis by the year 2000: resolution of 

_ the 41st World Health Assembly. Geneva, Switzerland: World Health Organization, 1988. (Reso- 
lution WHA41.28). 

.World Health Organization. Global eradication of poliomyelitis by the year 2000. Wkly 
Epidemiol Rec 1988;63:161-2. 

. Regional Committee for Africa. Expanded Program on Immunization: disease control goals, 
the countdown has started — resolutions of the 45th Regional Committee for Africa. Brazzaville, 
Congo: World Health Organization, 1995 (Resolution AFR/RC45/R5). 

.CDC. Implementation of health initiatives during a cease-fire—Sudan, 1995. MMWR 
1995;44:433-6. 

. CDC. Progress toward poliomyelitis eradication—Eastern Mediterranean Region, 1988-1994. 
MMWR 1995;44:809-11,817-8. 

. World Bank. World development report, 1993: investing in health. New York: Oxford University 
Press, 1993. 

. Klaucke DN, Lobanov A, Okwo-Bele JM, Barakamfitiye D. Status of polio eradication in the 
seven countries of the Eastern Africa Epidemiological Block. J Infect Dis 1997 (in press). 

. Hull HF, Ward NA, Milstien JB, de Quadros C. Paralytic poliomyelitis: seasoned strategies, dis- 
appearing disease. Lancet 1994;343:1331-7. 

. Okwo-Bele JM, Lobanov A, Biellik R, et al. Overview of poliomyelitis in the African region and 
current regional plan of action. J Infect Dis 1997 (in press). 


{Support is provided by a coalition of organizations that include WHO, the United Nations 


Children’s Fund (UNICEF), other bilateral and multilateral organizations, and Rotary Interna- 
tional. 





MMWR 


Erratum: Vol. 45, No. 47 


In the article “Accessibility to Minors of Cigarettes from Vending Machines— 
Broward County, Florida, 1996,” on page 1038, percentages were incorrect in the sec- 
ond sentence of the first paragraph of the editorial note. The sentence should have 
read “These success rates were lower than those reported in surveys conducted in 
Massachusetts and Minnesota (42% and 48%, respectively) (2,3 ).” 


Alcohol Involvement in Fatal Motor-Vehicle Crashes — 
United States, 1994-1995 


The figure on page 1067 compares alcohol involvement in fatal motor-vehicle 
crashes for 1994 and 1995. A fatal crash is considered alcohol-related by the National 
Highway Traffic Safety Administration (NHTSA) if either a driver or nonoccupant (e.g., 
pedestrian) had a blood alcohol concentration (BAC) of 20.01 g/dL in a police-reported 
traffic crash. Because BACs are not avaiiable for all persons in fatal crashes, NHTSA 
estimates the number of alcohol-related traffic fatalities based on a discriminant 
analysis of information from all cases for which driver or nonoccupant BAC data are 
available (7). 

Overall, the number of alcohol-related traffic fatalities increased 4.1% from 1994 to 
1995; for BACs of 0.01 g/dL-0.09 g/dL, the increase was 6.5%, for BACs 20.10 g/dL (the 
legal limit of intoxication in most states), the increase was 3.4%. 


Reference 

1. Klein TM. A method of estimating posterior BAC distributions for persons involved in fatal 
traffic accidents: final report. Washington, DC: US Department of Transportation, National High- 
way Traffic Safety Administration, 1986; report no. DOT-HS-807-094. 
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FIGURE |. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending November 30, 1996, with historical data — United States 
DISEASE DECREASE INCREASE a 
Hepatitis A 1,721 
Hepatitis B 545 
Hepatitis, C/Non-A, Non-B 194 
Legionellosis 88 
Malaria 83 
Measles, Total 0 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 


Rubella 


0.03125 0.0625 0.125 0.25 0.5 
Ratio (Log Scale)* 
ESS) Beyond Historical Limits 
*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending November 30, 1996 (48th Week) 





Cum. 1996 Cum. 1996 





Anthrax - 
Brucellosis 84 
Cholera 3 
Congenital rubella syndrome 1 
Cryptosporidiosis* 2,145 
Diphtheria 1 Streptococcal toxic-shock syndrome* 
Encephalitis: California* 107 Syphilis, congenital** 

eastern equine* 2 Tetanus 

St. Louis* 1 Toxic-shock syndrome 

western equine* - Trichinosis 
Hansen Disease Typhoid fever 
Hantavirus pulmonary syndrome** 19 Yellow fever'' 
HIV infection, pediatric* 


Plague 

Poliomyelitis, paralytic! 

Psittacosis 

Rabies, human 

Rocky Mountain spotted fever (RMSF) 














-: No reported cases 
*Not notifiable in all states. 
Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID). 
5 Updated monthly to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention (NCHSTP), last 
update November 26, 1996. 
Three suspected cases of polio with onset in 1996 has been reported to date. 
**Updated quarterly from reports to the Division of STD Prevention, NCHSTP. 
't This fatal case of yellow fever is the first occurrence of this disease reported in the United States since 1924. The infection 
is presumed to have been acquired in Brazil. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending November 30, 1996, and December 2, 1995 (48th Week) 
Escherichia 
coli O157:H7 Hepatitis 
 NETSS' | PHLIS C/NA.NB Legionellosis 


; Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 1996 1996 1996 1995 1996 1995 


UNITED STATES V 1,533 3,039 3,719 1,055 
NEW ENGLAND , . z 194 t ; 105 114 34 
82 : 6 

2 
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418 
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C.N.M.1.: Commonweaith of Northern Mariana islands 

to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention, last update 





N: Not notifiable U: Unavailable -: Ne reported cases 

“Updated monthly 
November 26, 1996. 

‘National Electronic Telecommunications System for Surveillance. 
Public Health Laboratory Information System. 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 30, 1996, and December 2, 1995 (48th Week) 





Reporting Area 


Lyme 
Disease 


Meningococcal 
Disease 


Toh q 





Rabies, Animal 








Cum. Cum. 





1996 1995 





Cum. | Cum. 
1996 1995 








Cum. | Cum. 
1996 1995 





Cum. Cum. 
1996 1995 





UNITED STATES 
NEW ENGLAND 


MID. ATLANTIC 

Upstate N.Y. 

N.Y. City 

N.J. 

Pa. 

E.N. CENTRAL 

Ohio 

Ind. 

i. 

Mich. 

Wis. 

W.N. CENTRAL 
inn. 


N. Dak. 
S. Dak. 
Nebr. 
Kans. 


S. ATLANTIC 
Del. 


E.S. CENTRAL 
Ky 


Tenn. 

Ala. 

Miss. 

W.S. CENTRAL 
Ark. 


La. 
Okla. 
Tex. 


MOUNTAIN 


13,051 10,443 
3,865 
52 


=8 
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BRAK BVUBVaR Tash ow. 


2B payniu, wo 8.0.8 wo 


Nn 
owSd 


3 
8 
2 
2 
3 
3 
39 
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w = Zs8 
NwWOae ban 
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2,915 2,729 
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7 
4 

57 

14 

48 


269 
80 


7 
61 
91 


399 
145 

57 
111 


SRBuBok SLRS SIBB 


o- o 
SBBE= SS 


fo} 


17465 19,271 


463 
11 


6,267 7,162 


676 1,409 
107 46 
51 142 
130 
105 
37 
246 


1,351 
1,003 





N: Not notifiable 


U: Unavailable 


-: NO reported cases 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending November 30, 1996, 
and December 2, 1995 (48th Week) 


H. influenzee, Hepatitis (viral), by type Measles (Rubeola) 
invasive A 8 imported’ 
Cum. Cum. Cum. Cum. Cum. 3 Cum. Cum. 
Reporting Area 1996° 1995 1996 1995 1996 1996 
UNITED STATES 903 26,458 27,826 , 415 
NEW ENGLAND : 11 
Main - 7 ¥ 
N.H. 



































MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 


Pa. 


E.N. CENTRAL 
Ohio 

ind 

il 

Mich 

Wis 


W.N. CENTRAL 
Minn. 


- 
oo 


on 
COONS -—, 


ATLANTIC 


W.S. CENTRAL 
Ark 


La. 
Okla. 
Tex. 
MOUNTAIN 
ont. 
Idaho 
Wyo. 
Colo. 
N. Mex. 
Ariz 
Utah 
Nev. 


PACIFIC 


: - - - - U 
10 11 U 
N: Not notifiable U: Unavailable -! NO reported cases 


“Of 215 cases among children aged <5 years, serotype was reported for 54 and of those, 19 were type b. 
‘For imported measles, cases include only those resulting from importation from other countries. 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending November 30, 1996, 
and December 2, 1995 (48th Week) 





Reporting Area 


Measles (Rubeola), cont'd. 





Total 


Mumps 


Pertussis 


Rubella 





Cum. Cum. 


1995 





Cum. 
1996 1996 





Cum. 





1996 


Cum. 
1996 


Cum. 
1995 





1996 


Cum. 
1996 


Cum. 
1995 





UNITED STATES 
NEW ENGLAND 
Mai 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J. 

Pa. 


E.N. CENTRAL 
Ohio 

ind. 

tH. 

Mich. 

Wis. 

W.N. CENTRAL 
Minn. 


E.S. CENTRAL 
Ky. 

Tenn. 

Ala. 

Miss. 

W.S. CENTRAL 
Ark. 


MOUNTAIN 
Mont. 
Idaho 

Wyo. 

Colo. 

N. Mex. 
Ariz. 

Utah 

Nev. 


PACIFIC 
Wash. 
Oreg. 
Calif. 
Alaska 
Hawaii 


293 
11 


= 
1OMenN NOS. s + 


= 
no 


+N @ON, 


1 
4 
1 
2 
1 
3 
4 
2 
1 
2 
2 


11 602 
2 


BSowRF Both 


= 


+ NNOOO — 


N 
“oO BoB, BH Gr-2w-, 


~ 


U 


U ° 
U - 


5,497 
1,228 
20 


143 
178 
820 
32 
35 


598 
382 
* 48 

19 
149 


580 
267 
105 
154 

49 


4,219 


655 
44 
51 
73 

455 


202 
27 


117 





N: Not notifiable 


U: Unavailable “ 


no reported cases 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
November 30, 1996 (48th Week) 





All Causes, By Age (Years) 





Reporting Area 





oe 








All Causes, By Age (Years) 





Reporting Area 











NEW ENGLAND 
Boston, Mass. 

rt, Conn. 
Cam e, Mass. 
Fall River, Mass. 
Hartford, Conn. 
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New Haven, Conn. 
Providence, R.1. 
Somerville, Mass. 
= eid, Mass. 
ry, Conn. 
Weneee Mass. 


MID. ATLANTIC 
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Erie, Pa. 

Jersey City, N 

New York Cay, AN: Y. 
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Utica, N.Y. 
Yonkers, N.Y. 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohio 
Chicago, Il! 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, ind. 
Fort Wayne, ind. 
Gary, Ind. 


Grand Rapids, Mich. 


indianapolis, ind. 
Madison, Wis. 
Milwaukee, Wis. 
Peoria, iii. 
Rockford, Ill. 
South Bend, ind. 
Toledo, Ohio 


Youngstown, Ohio 
W.N. CENTRAL 


Kansas City, Kans. 
Kansas City, Mo. 
Lincoin, Nebr. 
Minneapolis, Minn. 
Omaha, Nebr. 

St. Louis, Mo. 

St. Paul, Minn. 
Wichita, Kans. 


2,021 
39 


24 
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S. ATLANTIC 


Jacksonville, Fla. 
Miami, Fla. 
Norfolk, Va. 
Richmond, Va. 
Savannah, Ga. 

St. Petersburg, Fia. 
Tampa, Fla. 
Washington, D.C. 
Wilmington, Del. 


E.S. CENTRAL 
Birmingham, Ala. 
Chattan . Tenn. 
Knoxville, Tenn. 
Lexington, Ky. 
Memphis, Tenn. 
Mobile, Ala. 
Montgomery, Ala. 
Nashville, Tenn. 


W.S. CENTRAL 
Austin, Tex. 

Baton Rouge, La. 
Corpus Christi, Tex. 
Dallas, Tex. 

El Paso, Tex. 

Ft. Worth, Tex. 


San Antonio, Tex. 
Shr rt, La. 
Tulsa, Okla. 


Colo. Springs, Colo. 

Denver, Colo. 

Las Vegas, Nev. 
Utah 

Phoenix, Ariz. 


ueblo, Colo. 

Salt Lake City, Utah 
Tucson, Ariz. 
PACIFIC 


Honolulu, Hawaii 
Long Beach, Calif. 


San Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif 

Santa Cruz, Calif. 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 
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U: Unavailable 


included. 


‘Pneumonia and influenza. 


-: NO reported cases 
“Mortality data in this table are voluntari 


ly reported from 121 cities in the United States, most of which ee 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed 


lations of 100,000 or 


. Fetal deaths are not 


Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 


‘otal includes unknown ages. 





Vol. 45 / No. 48 MMWR 1067 


Changes in the number and percentage of traffic fatalities (including drivers, 
occupants, and nonoccupants), by age group and highest blood alcohol concentration 
(BAC)* of drivert or nonoccupant in crashes — United States, 1994 and 1995 


No. Fataliti Percentage Change in Fatalities 

Age group (yrs) 1994 1995 Decrease Increase 

<158 
15-20 3,896 
21-24 J 
25-34 BAC=0.00 g/dL 
35-64 ] 

265 
Total! 

<158 192 213 
15-20 751 725 
21-24 486 516 
25-34 769 792 
35-64 950 1,091 

265 326 364 
Total! 3,474 3,701 














BAC=0.01-0.09 g/dL 








<15$ 423 389 
15-20 1,592 1,481 
21-24 1,871 1,907 
25-34 3,732 3,862 
35-64 4,750 5,146 

>65 702 731 
Total! 13,070 13,516 


BAC20.10 g/dL 











Percent 


*BAC distributions are estimates for drivers and nonoccupants involved in fatal crashes. Fatali- 
ties include all occupants and nonoccupants who died within 30 days of a motor-vehicle crash 
on a public roadway and whose age was known. 

tDriver may or may not have been killed. 

SAithough usually too young to drive legally, persons in this age group are included for 
completeness of the data set. 

tThe number of fatalities for each BAC category is rounded to the nearest whole number. 


Source: Fatal Accident Reporting System, National Highway Traffic Safety Administration. 
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